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The Multidimensional Treatment Foster Care in England (MTFCE) programme is now in its third year and has grown considerably in the last 12 months. With the addition this year of 4 further teams, a total of 19 local authorities with their health and education partners have each received pump priming grants from the Department for Education and Skills (DfES) to deliver this evidence based MTFC model for looked after adolescents with complex needs. The programme sites are managed and supported by the national implementation team based at the Maudsley Hospital in London and Booth Hall Children’s Hospital in Manchester and in collaboration with the programme originators at the Oregon Social Learning Center (OSLC).  Twelve of the 19 multi-agency teams now have children in MTFCE foster care placements and the remaining 7 teams are developing their infrastructure. To date 73 young people have been admitted to the programme with the first child placed in April 2004, 23 of these left earlier than planned for a number of complex reasons (see page 12). There are currently 34 children in placements across the country. Sixteen young people have successfully graduated from the programme and have moved onto other placements.  Two young people have returned home to their birth family. 

The MTFCE programme is a ground breaking government initiative importing an evidence based programme from the United States. A number of other European countries, including Sweden and Holland are similarly developing MTFC programmes for adolescents and for the younger 3-6 age group; however the English programme is the largest programme outside the USA and the only national initiative in Europe. The introduction of MTFCE is timely, as it anticipated the guidelines for use of evidence based programmes by the National Institute for Clinical Excellence (NICE) and with the guidance for adequate support and effective treatment for children with emotional and behavioural difficulties as indicated in the publications jointly with the Social Care Institute for Excellence (SCIE) and NICE.​[1]​ ​[2]​

The MTFCE programme is designed to meet the needs of young people in the care system who historically have fared badly across multiple domains and who are well known to have very poor long term outcomes and life chances (see page 4) The programme is in the process of being fully evaluated in a controlled study by independent evaluators from the Universities of Manchester and York. Data is currently being collected and it is planned for the young people to be followed up one year after leaving the MTFCE programme.  Analysis of these results is not expected until early in 2008 and in the interim the National Team has collated audit data from the project teams across the country on the young people admitted to the programme. 

All of the children and young people admitted to this programme had high levels of complex needs. They were aged 10-16 years and had an average of five placements, some as many as 19, all of which broke down or were not meeting their needs due to their very difficult behaviour. Analysis of the current audit data on young people who have entered the programme (see pages 29-40)  confirms this; over two thirds had a history of violence towards others, over one third had self harmed, over half had a history of difficulties with sexual behaviour and were considered a risk to themselves or others, over one fifth had a history of fire setting, over one fifth had criminal convictions, three quarters had either convictions, Police verbal warnings or were associating with offending peers. Nearly two thirds had a history of absconding from previous placements, over half smoked cigarettes, over one third drank alcohol, almost one third had used drugs and almost one third were in receipt of medication for psychiatric reasons. Without effective interventions, the trajectory of their lives is grim and predictable. Unless this changes, the long term costs to society of these young people are varied and high.​[3]​ For example, residential care alone often costs £250,000 per year for this group. In comparison MTFCE offers better value for money at around £100,000 per year, and includes not only placement costs but work with birth families, individual therapy, skill building and educational support for the child, foster carer recruitment and assessment and intensive support and guidance to foster carers. Given that MTFCE projects are initially expensive to set up and sustain, one challenge for local authorities is to hold steady to their initial commitment in the face of financial pressures which affect services, and to continue to provide the support the programmes need to develop further and expand their capacity and thus to realise benefits of the cost effectiveness of the programme.

The National Team audit has also collated data on a group of 12 graduates who have successfully completed the programme after an average of 13 months in MTFCE foster care placements (see charts on pages 40-46 for details). Early data from this group of graduates indicates improved outcomes in a number of areas; violence towards other people was reduced by over one half, self-harm was reduced to less than one third of pre-admission level; sexual behaviour problems, offending behaviours and absconding were all reduced to almost one quarter of pre-admission levels. Placements in mainstream and special schools increased from 75% to 89%, and behavioural difficulties in school were reduced by over one fifth. The average numbers of problem behaviours demonstrated by the young people in the foster home on admission to the programme were reduced by 40% over the course of the placement. Initial outcomes indicated by this preliminary audit data for the first group of 12 graduates from the programme are very encouraging. The graduate numbers are low at this stage therefore conclusions must be interpreted with caution. These early results do however indicate significant reductions in difficulties in the expected direction and compare favourably with current data on poor outcomes for looked after children with complex needs.​[4]​  

Feedback from the young people themselves is another indicator of programme success. One recent graduate granted an interview to the local newspaper giving a positive account of her time in the MTFCE programme. She said in interview that the MTFCE programme had really helped her;

“Before all I could see was a brick wall, there was no future. Now I am looking forward to going to college”

She has given permission for the article to be included in this report (see Appendix 4, Page 55).  She has also made a Power Point presentation which she gave to the team and senior managers about her experience, currently being anonymised for confidentiality, which she has given permission to be used by other programme sites both for training and to share her experience with other young people considering entering the programme.  In the next few months we hope to collect more personal stories and interviews with young people regarding their experience of the programme. 

The MTFCE programme has reached a critical and exciting stage and is acquiring a solid body of knowledge and expertise about the benefits and challenges of setting up an evidence based multi-agency programme for looked after young people in England, with fidelity to the original model the key factor.  As our knowledge about how the intervention works has increased, our awareness of the complexities of the implementation and the challenges it generates have been highlighted. Implementation requires teaching and education, followed by practice, monitoring and mentoring over time.  Long term support and supervision is required to enable programmes to stay on track and allow development of expertise and skills to occur.  Implementation processes require systemic and cultural change both at the level of the organisation as well as the individual level. This again takes time and commitment to develop and mature. This process is common to all implementations of evidence based practices not just MTFCE but is a particular challenge in the field of social care. The considerable financial investment of both the government and local authorities in this important endeavour necessitates that plans for longer term investment to ensure the consolidation and expansion of the learning should be considered in the next phase of the programme. 

This is the second project report published by the national implementation team.  For the new MTFCE sites beginning this year the theoretical background and information from the first report is repeated and updated here for information. This report provides an update of project development and activity across the national sites, outlines the progress and developmental plan for the teams, the development of the training programmes for the clinical staff and foster carers and the successes, challenges and learning so far.  The preliminary audit data makes up a substantial part of the project update and outcomes so far. 


The Rationale for MTFCE

The Multidimensional Treatment Foster Care in England (MTFCE) programme has been established by the DfES through a pump-priming grant to local multi-agency teams across England to set up and evaluate a specific evidence based programme, developed in the USA, for looked after children and young people aged 10 to 16 years.  

The impetus for such a programme reflects the considerable concerns regarding poor outcomes for looked after children in England. As a group they are more troubled than others; up to 70% of looked after teenagers have psychiatric disorders compared with 10% living at home (McCann et al 1996, Meltzer 2000); two thirds are reported to have at least one physical complaint (Meltzer et al 2003) and their life chances are considerably poorer.  In 2005, of those children in Year 11 who had been looked after continuously for at least twelve months, only 60% obtained at least one GCSE or equivalent compared with 96% of all school children (Outcome Indicators for Looked After Children Twelve Months to 30 September 2005 England).  This is not surprising given that we know looked after children spend too much time out of school either because they do not have a school place or as a result of exclusion and truancy. Repeated change of schools is common not only due to difficulties experienced there but also due to foster care moves (Morgan 1999)   Children at the greatest risk are those who have more than one placement disruption and stable placements are linked to positive outcomes, especially in respect to relationship skills, good education, and employment outcomes (Koprowska & Stein 2000).

There have been over 40 published studies of a range of interventions to improve foster care, (reviewed by Reddy and Pfeiffer (1997), the most promising of which has been the Multidimensional Treatment Foster Care (MTFC) model devised by Chamberlain and colleagues at the Oregon Social Learning Centre. This model, based on social learning and systemic theory provides a wraparound, multi-level intervention for young people who are placed as single placements in the foster home. The programme aims to provide the young person with a secure base, systematic responses to their behaviour, opportunities to develop normative and pro-social behaviours, opportunities for improved relationships with their families and increased problem-solving, academic and relationship development skills. The multi-agency team includes the foster carers, programme supervisor, programme manager, birth family therapist, foster carer recruiter/supporter, individual therapist, skills trainer, and (in the English programme) education staff. The young person is closely supervised and mentored by the foster carer who administers a points programme guided by the programme supervisor, linked to positive reinforcement, sensitive contingent responding and increased levels of rewards and autonomy. The young person is additionally provided with an individual therapist and skills trainer to aid development of emotional regulation and social skills. A birth family therapist works closely with the family of origin to help resolve relationship and management issues and facilitate contact where possible and also with follow on placements if the young person is not returning to their family. 
 
Eight randomised trials and other studies have provided evidence of the effectiveness of MTFC. The first studies explored the feasibility and cost effectiveness of using the model for adolescents referred for delinquency and for children and adolescents leaving the state mental hospital. (Chamberlain & Reid 1991, 1998). The evaluations show a greater reduction of offending behaviour and psychological symptoms in children and young people offered treatment foster care compared with treatment as usual. In addition, compared to alternative residential treatment models, the cost of MTFC was substantially lower. Aos et al (1999) calculated that for the young offenders treated, treatment foster care saved 14 US dollars for every dollar spent, making it the most cost-effective intervention studied.

Later studies have examined immediate and long-term outcomes in several areas including: criminal and violent behaviour, young people with behavioural and mental health problems, attachment to caregivers, gender differences, and interventions with younger children.  The research has demonstrated positive outcomes for MTFC in all these areas; for example with fewer re-arrests and violent criminal activity and absconding rates for both adolescent boys and girls, lower rates of permanent placement breakdown, lower rates of child behaviour problems and more frequent reunifications with birth families and greater foster carer retention and satisfaction. (Chamberlain et al 1998, Fisher, 1999, 2005)  

The introduction of an evidence based, multi-agency wraparound service is a significant development in government strategy for vulnerable looked after children and adolescents and many councils nationally have competed for the pump priming funding. The Multidimensional Treatment Foster Care in England (MTFCE) project began in 2002 when 6 teams, Dorset, Durham, Solihull, Surrey, Wandsworth and Wirral successfully bid for funding.  Surrey subsequently withdrew from the programme due to difficulties in recruiting foster carers and severe budgetary pressures. To the 5 first round teams have been added a further 4 second round teams in Cheshire, Dudley, Kent and Southampton and 6 third round teams in Gateshead, Hammersmith and Fulham, Northumberland and North Tyneside, North Yorkshire, Reading and South Gloucestershire. The selection of the fourth round in 2005 added 4 more teams; Halton and Warrington, Salford, Tower Hamlets and Trafford making a total of 19 teams spread across the country.
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1.	The Role of the National Team

Evidence from a number of trials concludes that treatment fidelity is a major determinant of outcome; a high level fidelity and model adherence is associated with positive outcomes.​[5]​ The National Team was commissioned to provide this consistency of training and fidelity to the model in order to ensure the best possible outcomes for the children, young people and their families in this innovative project. The Project Director, Dr Stephen Scott, Reader in Child Health at the Institute of Psychiatry, and Child and Adolescent Psychiatrist at the Maudsley Hospital, London, is a leader in the field of conduct disorder and parenting in the UK and has many publications of clinical trials in this area. The rest of the team at the Maudsley Hospital and Booth Hall Children’s Hospital in Manchester are family therapists and clinical psychologists with experience in health, social care, education and offender services and bring a great deal of knowledge, experience and expertise to the programme. The original task of training and ensuring treatment fidelity has developed into a comprehensive consultancy role incorporating management consultancy from the development stage, specific training in the MTFCE model (both alongside staff at the Oregon Social Learning Center (OSLC) and separately), plus a programme of additional training for clinical staff. 

The National Team provides development support on implementation, clinical consultation and support in the treatment model to the clinical teams, support for local and national evaluation and monitoring and guidance with regard to model adherence. This innovative method of project management includes formal reviews and feedback to the project teams, live and video supervision and written feedback to ensure the teams are given optimum support in taking the programme forward. The National Team’s staffing this year includes 2 staff in Manchester, and 3 full time equivalent staff members in London plus administrative support. One staff member has been replaced with an assistant psychologist who came into post in April this year to assist with the project audit database being collated by the national team.


2.	Site Progress, Successes and Challenges 

The DfES has now awarded start-up funding to 19 project sites to develop MTFCE programmes. All 5 of the first round teams, three of the second round teams and 4 of the third round teams have children in foster care placements, a total of 34 children and young people over 12 sites across England at the end of June 2006. 

In April 2006, at the request of our consultants in Oregon the earlier round teams were asked to consider whether or not they wished to work towards certification as an accredited MTFC site. This meant they would be able to continue to use the MTFC name and website facilities and would need to demonstrate their ability and willingness to adhere to the treatment model and continue or re-engage in regular consultation with the national team.  Four of the five round one sites and all of the operational round two sites have expressed their desire to do so and are currently working towards becoming certified.




The initial 6 first round teams were awarded their start up grants in 2003. However, the national training and consultation team was not fully employed until the appointment of the National Project Manager in September that year. Consequently, the core training for the clinical teams and foster carers was provided between November 2003 and March 2004, when Oregon Social Learning Center (OSLC) staff came over from the USA to provide training alongside the National Team. The critical path of each site has been markedly different, with some experiencing more difficulties in becoming established and progressing more slowly than others. One site withdrew from the programme at an early stage due to severe difficulties in recruiting foster carers and concerns regarding sustainability, leaving five first round teams in operation. 

The first child to be placed in the programme entered MTFCE in April 2004 and graduated out of the programme in August 2005. Three of the first round sites have continued to make good progress over the last year and now have well-established teams of foster carers and each has between 3 and 6 children in stable placements. These teams were particularly successful in their initial recruitment of foster carers and have also added more carers into the existing group thereby enhancing its stability. One of the first round teams has continued to experience difficulties in recruiting and retaining carers and has lacked crucial staff members, including a permanent Programme Supervisor and a Foster Carer Recruiter and has only 1 child currently in treatment foster care. This has placed great pressure on the team’s viability and sustainability. Despite these difficulties, both senior management and the existing team staff are committed to continuing with the programme and are currently appointing new clinical staff and foster carers.





Four teams were awarded start up funding in autumn 2003 and attended an MTFCE Introductory Day in December 2003 and a follow up Progress Day in July 2004.  Training for clinical staff was provided by the National Team in March and September 2004. Foster carer training was provided in November 2004, February, April and June 2005. Some foster carer training was provided locally or regionally by the site consultants according to the needs of the teams and the pace of carer recruitment. The first young person was placed in December 2004. Three of the 4 second round teams have children placed and have continued to recruit and train more foster carers including respite carers. The remaining round two site experienced significant delays in development due to a complex combination of political and personnel changes at a very senior level. They have now successfully appointed the first clinical team staff and are recruiting foster carers. It is hoped that their critical path will converge with the later developing round three and four sites. All three of the operational round two sites currently have temporary Programme Supervisors in post due to maternity cover and staff turnover and are currently advertising for replacements.   





Six teams were awarded start up funding in the autumn of 2004 and attended an MTFCE Introductory Day in October 2004 and a follow up Progress Day in February 2005. These teams had the advantage of the accumulated knowledge from the other sites and the National Team and have made good use of this in their planning of protocols, finance and sustainability, the recruitment of staff and carers and choice of young people being admitted to the programme. National training for clinical team staff took place in September 2005 and March 2006 with an extra day of training for Programme Supervisors. Foster carer training took place in November 2005 and in March 2006. OSLC staff joined the National Team for both of the clinical training dates and the March foster carer training.





The fourth round selection was confirmed in the autumn of 2005 and an Induction Day facilitated by the DfES and the National Team for the 4 new teams was held in December 2005. The development of the teams is progressing along expected timescales with the focus on arrangements for sustaining the programme, advertising for clinical staff and developing foster carer recruitment materials. Training for clinical teams is scheduled for January or February 2007 and foster carer training is likely to be in February or March 2007 to allow for appointment of staff and recruitment, assessment, initial training and approval of new foster carers. 


3.	Children in MTFCE Placements

The first foster placement took place in April 2004 and 73 children and young people, 42 boys and 31 girls, have been admitted to the programme up to June 2006. Of the 34 children currently in Treatment Foster Care, 6 have now been in the programme for over a year, have made excellent progress and suitable moving on placements are being sought. Eight children have been in placement for more than 6 months duration, 9 for more than 3 months, and 11 for less than 3 months. Sixteen children have successfully graduated to other placements (see figure1 below). 







For many children this represents a significant change. Most of the children admitted to the programme have experienced multiple placements, some up to 15 changes in the year preceding MTFCE placement. 





























Of the 23 early leavers (16 boys and 7 girls) more than half (14, 61%) left before 3 months, 4 (17%) after more than 3 months and 5 (22%) did so after more than 6 months in placement.

Of the 14 who left before 3 months, the majority (9) were aged 12 and over, 3 girls and 9 boys. Two children were aged under 12, 1 boy and 1 girl. More boys than girls left before the 3 month stage. The reasons for early placement ending include a complex range of factors such as: 

	insufficient information regarding the young person’s background and mental health difficulties
	insufficient information to make an effective risk assessment
	lack of understanding between agencies concerning the aims of the 
programme
	timing of placement for young people previously in secure accommodation
	matching with carers
	very strong identification with peer group
	longstanding poor relationships with adults/inability to trust adults
	removal from the programme by family of origin.

Young people who stayed less than three months tended to be:

	male (10 male to 4 female)
	in the older age range of 14/15 years
	more ambivalent about being in a highly structured and supervised environment, particularly if they had previous experience of the freedoms of an unstructured and unlimiting residential unit
	more likely to have been accommodated and able to persuade their biological families to withdraw them from the programme at an early stage.

This has implications for careful assessments, engagement and consent processes prior to entry to MTFCE.

Children leaving the programme at a later stage included 6 boys and 3 girls, 1 boy and 2 girls were aged under 12, the other 6 children were aged over 12 years. The reasons for placement ending earlier than planned included:
 
	programme implementation failures e.g. carer or team not applying 
programme techniques/tools
	clinical team staffing vacancies leading to less effective support for young person and carer
	foster family issues/ changes in placement
	peer group or boyfriend/girlfriend pressure leading to absconding.





Last years project report commented that nearly 3 times as many boys as girls had entered the programme. This year has seen a reversal of this trend as many more girls have entered the programme. Of the 73 young people who entered the programme since the first placement in April 2004 up to June 2006, 42 (58%) were boys and 31 (42%) were girls. Of the 34 children currently in the programme, 18 (53%) are boys and 16 (47%) are girls. The experience of OSLC and a similar finding here is that girls enter the programme with more complex difficulties, often with a history of sexual abuse, are more complex to treat and take longer to respond to the programme. However they clearly do respond to the programme and fewer girls than boys currently leave the programme early (70% of the early leavers are boys).





Factors considered to be contributing towards placement and programme success include:

	the clinical team using the programme model effectively and keeping in role
	support for the programme from senior management across agencies
	recruiting and retaining sufficient numbers of foster carers (e.g. a minimum of 4 carers plus 1 respite)
	careful assessment, engagement and contingency planning for young people coming into the programme
	having a full complement of clinical staff with appropriate training
	teamwork and keeping a sense of humour
	supporting the foster carers and 24 hour support
	staying positive with young people and paying attention to the detail of what they are doing
	engaging and supporting the young person in education
	obtaining clear consent from the young person and family on entering the programme
	engaging with and supporting birth family work
	everyone in the system being clear with the young person why they are coming into the programme, and the nature and expectations of the programme
	co-operation and ongoing communication between involved professionals throughout the placement.

Comments from Children in the programme

On receiving a positive comment about herself for the first time
“No-one’s ever told me that before” (J aged 15)

Written in a card to the foster parent

“This is the best placement I’ve had” (B aged 14)





As part of the programme, the number of children’s problematic behaviours is monitored on a daily basis for every child via a Parent Daily Report (PDR). The foster carer receives a telephone call from the PDR caller on the MTFCE team each day asking a series of questions; did a specific behaviour occur and if so was it stressful? Anonymised data from the foster carers is recorded onto a password protected internet website managed by OSLC and accessible by the programme teams and the National Team.  The data base records the number of behaviours and the level of stress. This enables the team to monitor both the numbers of behaviours and the levels of stress over time but also importantly to intervene to target the behaviours causing the greatest stress as these are most likely to cause placement breakdown.

The website allows for the production of reports and graphs on the progress of the children and young people over time and informs the clinical team regarding decisions about the treatment plan on a daily and weekly basis. 





Figure 3.  Example of PDR Graph Showing Reduction in Behaviour Problems Over Seven Months (note graph shows USA date order).






All the children entering the programme have a history of complex needs, often accompanied by multiple placement breakdown and may be in high cost placements of more than £150,000 to £200,000 per annum or clearly likely to need a high cost placement in the near future. These figures also do not take account of the additional costs of mental health or school support or the costs associated with contacts with the family of origin, travel costs for social workers and so on which may be considerable. 

Multidimensional Treatment Foster care costs substantially less at around £110,000 to £120,000 per child per annum, based on 4 placements plus 1 respite foster care placement, depending on local salary, travel and accommodation costs. A foster carer recruiter/supporter is part of the treatment team and therefore the ongoing costs of assessment and recruitment of foster carers is included (see Appendix 1 for team staffing). This figure reduces to around £95,000 per child based on 7 placements and 1 respite and allowing for increasing 2 part-time staff to full time. The wrap-around nature of the service means that the total costs of intensive 24 hour support for the children and young people, in the placement, at school and in social activities as well as work with their families of origin and/or moving on placements are all included within the programme 

Reviews of current residential homes and non-specialist residential care for children and young people with complex needs suggest little in the way of effectiveness. The long-term economic costs of these young people into their twenties and thirties have been estimated at between £500,000 and £2 million per person for extra services in the UK. In contrast evidence regarding this programme in the USA found substantial cost savings over a period of time for this vulnerable group and it is anticipated that MTFCE will also prove cost effective over the longer term. Use of a cost calculator to calculate the realistic costs of a looked after young person compared with the MTFCE programme is likely to be a helpful development for teams needing to make a strong financial case for MTFCE provision in the longer term.


4.	Development Plan and Project Timetable





Phase one is the developmental stage (see figure 4). The multi-agency teams set up steering groups; develop forward financial plans and work on sustainability issues; recruit clinical staff and foster carers, develop literature and information leaflets for foster carers, children, families and referrers and develop protocols and referral criteria for the programme. 

This stage takes a minimum of 8 months and for some teams much longer, due to the need to negotiate the continuing financing of the posts, and long-term commitment of all agency partners. A named site consultant from the National Team is appointed to each site. The consultant then visits the site every 3-4 weeks, meets with staff as they are appointed into post, attends the steering group meetings and offers additional telephone or email consultation during this phase. The site consultant provides developmental advice, support and guidance to steering groups and senior managers on setting up the MTFCE programmes, recruiting staff and foster carers. Template job descriptions for the clinical staff, sample leaflets and consent forms are provided to each site. Consultants may also be available to make presentations to partner agencies, steering groups and PCTs (alongside programme sites) and sit on interview panels as appropriate. 
















































4.2	Phase Two (see figure 5)

Phase two begins when the clinical team is in place and meeting on a regular basis.  At this stage the foster carers are being recruited, assessed and approved by the local panel and have completed the local “Skills to Foster” course plus the specialist Foster Carer MTFCE Training course. The clinical team have also completed the MTFCE training. Recruitment of foster carers continues on a rolling programme.

Young people referred to the programme are assessed to determine their individual strengths and needs and for suitability using the assessment protocol developed by the National Team. They are then matched with foster carers and the first placement is made. The National Team site consultant attends each clinical and foster carer meeting (which are also videoed) and meets with the Programme Supervisor individually for approximately 3 months providing weekly direct clinical consultation and support in the treatment model to the clinical teams.  A sample of video recordings are sent to OSLC for consultation purposes and to ensure model adherence and fidelity. 





After the formal review the site consultant, Programme Supervisor and Programme Manager agree a step-down process during which the site consultant will reduce the number of site visits to 2 weekly then monthly, then 3 monthly. Consultation will then be via a regular weekly telephone call to the Programme Supervisor, written feedback notes, video review of the clinical and foster carer meetings plus email and telephone correspondence as appropriate. A site visit will be arranged approximately every 3 months to the clinical team and foster carer meetings to review the team’s progress and provide face to face consultation and feedback on programme progress. A sample of video recordings will be sent to OSLC for consultation and feedback to the National Team on this consultation process.

Sites continue to have access to national training, training for Programme Supervisors and Foster Care Recruiter/Supporters in training the foster carers independently and networking days as required. 

Many teams have expressed interest in consolidating their programmes by becoming officially certified by OSLC as a Multidimensional Treatment Foster Care provider and the National Team will support them in attaining this accreditation via this consultation process in conjunction with OSLC. This is now an expectation on all the pilot sites to ensure future programme continuity and fidelity.

4.4	Planning for the Future

Figure 5 shows the development of the project sites and the involvement of the National Team site consultant over the life of the programme. 

The sites demonstrate considerable differences in the development time needed to set up the clinical team and recruit and train the foster carers ready for first placements. This is due to a variety of reasons including problems in recruiting sufficient numbers of foster carers or clinical staff, and difficulties in obtaining financial commitment from health and education partners. This has inevitably affected national training timetables, support and consultancy needs. 

One of the second round teams and 2 of the third rounds teams are effectively in the same timeline and hope to make their first placements in the autumn. They will need direct site consultancy until at least January 2007 and then ongoing consultation and training of new foster carers following this. 






















5.	Development of MTFCE Training Programmes

In addition to supporting the development and implementation of the model in the sites, the National Team was commissioned to provide training in the MTFCE model in order to ensure consistency of approach and fidelity to the treatment programme. In order to achieve this, core training in the MTFC model has been provided for each round of the programme for clinical staff and foster carers prior to young people being placed in treatment foster care. 

OSLC staff have regularly been invited to England to train clinical staff and foster carers in conjunction with the national MTFCE team. In addition the National Team has provided training in the assessment requirements of the programme.









5.2	Progress, Networking and Consultation Days







Once key members of the clinical teams have been recruited, training in the assessment protocol for the programme takes place. This enables the teams to become familiar with the specific measures and assessment templates to aid assessment and planning of the treatment goals for children being considered for the programme. This is an innovation to the original USA programme and takes account of the specific needs of the looked after population in England and ensures that there is a comprehensive and detailed assessment of the child’s strengths and needs prior to entering the MTFCE programme.





Strengths & Difficulties Questionnaire (SDQ)	Child, recent carer, teacher 	Brief behavioural screening questionnaire for emotional, conduct hyperactivity and peer group difficulties plus pro-social behaviour
Development and Well-Being Assessment (DAWBA)	Child (aged 11-17), recent carer or parent, teacher	Provides ICD-10 and DSM-IV psychiatric diagnoses on 5-17 year olds. The DAWBA primarily focuses on the common emotional, behavioural and hyperactivity disorders, though it does cover less common disorders more briefly. 
Children’s Global Assessment Scale (C-GAS)	Recent carer, teacher, social worker	100-point rating scale measuring psychological, social and school functioning for children aged 6-17. Valid and reliable tool for rating a child's general level of functioning on a health-illness continuum. 
Weschler Intelligence Scale for Children (WISC)	Child	Used for measuring intelligence (IQ). Up to 12 sub-tests are usually administered; some provide the performance IQ, some the verbal IQ. A full-scale IQ is achieved from these figures. The individual sub-tests indicate strengths and weaknesses in the performance of the subject. This test can only be administered by an educational or clinical psychologist.
Weschler objective reading dimensions test (WORD)	Child	Measures reading accuracy and reading comprehension scores


The assessment begins the process of engaging and familiarising the young person and birth/adoptive or extended family with the programme aims, philosophy and staff and provides basic data which can be used for both local and national evaluation The assessment of the family of origin begins at the point when the programme team are engaging the child and family to obtain consent to their child coming into the programme. This assessment is not a single event but a process which takes place over a period of time and informs the team about the families’ ability to support the placement and work with the programme to attempt to improve relationships and understanding between themselves and their child, whether or not the plan is for the child to return home. Where the child has some contact with their birth family, engagement with the clinical team may be crucial in assisting the child to successfully engage and work with the MTFCE programme. 

The educational assessment provides vital information to the clinical team and the prospective school or educational placement in understanding the child’s strengths and needs. This is a particularly important area for looked after children nationally who are particularly at risk of poor educational attainments. In 2005, of those children in Year 11 who had been looked after continuously for at least twelve months, only 60% obtained at least one GCSE or equivalent compared with 96% of all school children (Outcome Indicators for Looked After Children Twelve Months to 30 September 2005 England).  This is not surprising given that we know looked after children spend too much time out of school either because they do not have a school place or as a result of exclusion and truancy.    They may also have had inadequate prior assessment and identification of their educational needs. The aim of the MTFCE programmes is for all children to have a school or educational place which is negotiated and intensively supported by the educational specialist on the MTFCE clinical team and is a core part of the daily points and levels programme. 





Specific training in the core principles, history, philosophy and practice of the MTFC model takes place with the whole clinical team. The training provides the teams with the basic skills and knowledge needed to set up and run the treatment programme for children and young people. The role of each member of the team is differentiated and clearly set out and the operational aspects of the programme outlined. For each of the first, second and third round sites, staff from OSLC have joined the National Team to facilitate this training.  Clinical team staff from earlier rounds have also contributed to the training programmes to share their experiences. 

Figure 8. Numbers of clinical team staff trained in the MTFCE model







Foster carer training takes place once the carers have completed the “Skills to Foster” training provided by the local authority, have been formally assessed and then approved by panel. They then receive the additional training in the MTFCE model. This provides the basic information needed to understand the principles and practice of operating the programme in the foster carers’ home using the points and levels system (see Appendix 2).  

Experienced foster parents from OSLC have joined the National Team to facilitate this training on a number of occasions and in March 2006 foster carers from the English project also joined the training and their presentations were thoroughly enjoyed by the prospective new carers. The two day training course includes a number of case examples, practice exercises and role plays, information about how attachment theory relates to the behavioural programme and examples of dealing with specific behavioural problems in the English legal and cultural context. 









The recruitment of foster carers is a continual process and has not been consistent across the sites. Foster carers have sometimes not been ready to receive the training at the scheduled time. As a result the National Team have made foster carer training available on a rolling programme in order to train carers at reasonable time intervals following their assessments and approval as foster carers. Figure 9 above shows the numbers of foster carers trained either with OSLC or the National Team only. A total of 182 carers have been trained since the programme began.





In addition a rolling programme of training/consultation and networking days has been provided by the National Team. Smaller training/consultations have been held to allow individual team members to network, learn from each other and provide ongoing support for their specific roles within the clinical teams. For example the training for skills workers included skills practice and role plays in the community and the education workers day included exploration of the role of the teachers in the MTFCE teams and provided an opportunity to exchange ideas and information and learn from each other.






















Programme sites have been asked to collect audit data on all children and young people placed in the programme to be collated and analysed by the National Team. The data will provide the national programme and individual teams with general information regarding the status of children entering and leaving MTFCE, including demographic data, numbers of referrals, type and severity of difficulties experienced by the children, their families or previous carers, educational attainment, criminal offences plus information concerning outcomes including some indications of the factors contributing to successful placements and treatment outcomes.

Summary of Initial Audit Data for Young People Admitted to the MTFCE Programme from April 2004 to June 2006

The following data relate to 68 young people admitted to the MTFCE programme from the first placement in April 2004 up to the point of collating and analysing the current audit data in June 2006. 





7.1.1	Age and Gender 






Figure 12. Age and Gender of Young People on admission to MTFCE

Age Group	Boys 	Girls	Totals
11 and under	17 (43.6%)	7 (24%)	24 (35.3%)
12 and over	22 (56.4%)	22 (76%)	44 (64.7%)
Totals	39 (57.4%)	29 (42.6%)	68 (100%)

Of the 68 young people admitted to the MTFCE programme between April 2004 and June 2006, 64.7% (44) were aged 12-18 and 35.3% (24) were aged 11 years and under. There were 39 boys and 29 girls. 





The majority of children who came into the programme were White British (95%).  These figures are in line with the prevalence of ethnic minorities in the UK (9%) but slightly under representative of the looked after population. 

7.1.3	Legal Status on entry





Of the 49 cases for whom we had data 25 (51%) had had up to 4 previous placements, 15 (31%) had had between 5 and 9 placements and 9 children (18%) had had 10 or more. The range is 0 to 19 placements and the mean 5.24.  

Last Placement Prior to MTFCE

Figure 13. Last placement before MTFCE

	Frequency	Percent
           Residential             Foster Care            Family or friend network            Young Offenders Institution            Secure Unit            HospitalTotal	2422  6  1  2  156	42.839.310.71.83.61.8100.0

43% of the young people admitted to MTFCE came directly from residential care and 39% from foster care, either local authority or independent provision. The remainder were from a mixture of birth or extended family (11%), secure provision such as Young Offender Institutions or Secure unit (5%) and one case (2%) from hospital. In addition a further 3 young people had previously been admitted to a Young Offender Institution, a further 4 had been in secure accommodation and an additional 1 young person had been in hospital due to mental health difficulties in the recent past.

Cost of previous placement 

Data was only available on 22 cases and it is hoped to obtain further figures over the next few months. The available information suggested that half of the previous placement costs exceeded £500 per week, 46% cost over £1000 per week and almost one third (32%) cost over £2000 per week. 





Figure 14. School Placement on Entry to MTFCE






 	Education Other Than at School (EOTAS)	12	20.7
 	Without a School Place (WASP)	8	13.8












Over 70% of young people were described as mostly attending educational provision, 23% were frequent non-attenders.

Behavioural Difficulties in School/Education Provision

Over 78% of young people had behavioural difficulties identified by teaching staff in the school or education context.

7.1.6   Contact with Birth/Adoptive Family 

Figure 16. Frequency of contact with birth parents at T1

	Frequency	Percent




Most of the young people (48 out of 56 for whom there are valid data) entering the programme had had some contact with their birth parents in the year prior to admission, 23 (41%) had had weekly contact, 5 (9%) had fortnightly contact, 6 (11%) monthly and a further 14 (25%) had had contact less frequently – for example in the school holidays. Only 7 (12%) had had no contact with birth parents. For 21 young people (44%) contact was supervised, for 20 (42%) contact was unsupervised and in 3 cases (6%) contact was indirect. In 4 cases the data is missing. 










Figure 17. After School Leisure Interests on Entry to MTFCE

Only 12% (6) of young people regularly took part in after school activities, 26% (13) did so occasionally but the majority (60%) never did so. The picture for other leisure activities was similar with 54% of young people never taking part in any activities and only 4 (8%) taking part regularly.

7.2	Summary of Young People’s Difficulties on Entry to MTFCE

7.2.1	Violence Towards Others 





Figure 19. Violence towards others by Age and Gender

	11years and under	12 years and above	
	Boys 	Girls	Boys	Girls	Totals
No Violence	7 (50%)	0 (0%)	3 (17.6%)	5 (33.3%)	15 (30%)
Yes- low impact	2 (14.3%)	1 (25%)	4 (23.5%)	1 (6.7%)	8 (16%)
Yes – significant 	5 (35.7%)	3 (75%)	10 (58.8%)	9 (60%)	27 (54%)












Figure 20. Violence towards others by Age and Gender

The figures above show that of the 50 young people entering the MTFCE programme for whom there is valid data, 70% (35) had a history of violence towards others, 21 of these (60%) were boys and 14 (40%) were girls. Of these 77% (27) experienced significant effects on their lives as a result of this violence. Of this group 8 (30%) were less than 12 years of age, 5 boys and 3 girls and 19 (70%) were aged 12 years and above, 10 boys and 9 girls.  





Figure 21.  History of Self Harm Prior to MTFCE Placement 




















Figure 22.  Self Harming Behaviour by Age and Gender

	11 years and under	12 years and above	
	Boys 	Girls	Boys	Girls	Totals
None	13 (86.7%)	2 (40%)	13 (72.2%)	8 (44.4%)	36 (64.3%)
Yes- low impact	1 (6.7%)	3 (60%)	3 (16.7%)	5 (27.8%)	12 (21.4%)
Yes – significant 	1 (6.7%)	0	2 (11.1%)	5 (27.8)	8 (14.3%)
Totals	15 	5	18	18	56 (100%)

Of these 20 young people (13 girls and 7 boys) 40% (8) had self-harmed to a significant degree, 25% (5) of the group were aged 11 and under (3 girls and 2 boys) and 75% (15) were aged 12 and over (10 girls and 5 boys). Of the group of 8 young people with significant histories of self-harm one (male) was less than 12 years of age, and 7 (88%) were aged 12 or above (5 girls and 2 boys). 












Figure 24. History of Fire Setting by age and gender

	11 years and under	12 years and above	
	Boys 	Girls	Boys	Girls	Totals
None	11 (73%)	3 (60%)	13 (81%)	15 (83%)	42 (78%)
Yes- low impact	4 (27%)	0	 2 (13%)	 3 (17%)	9 (17%)
Yes – significant 	0	2 (40%)	 1 (6%)	 0	3 (5%)
Totals	15 	5	16	18	54 (100%)













Figure 26. Sexual Behaviour Problems at T1 by age and gender

	11 years and under	12 years and above	
	Boys 	Girls	Boys	Girls	Totals
None	10 (66.7%)	0	10 (58.8%)	  5 (27.8%)	25 (45.5%)
Risk to self	 0	1 (20%)	 2 (11.8%)	10 (55.6%)	13 (23.6%)
Risk to others	 3 (20%)	0	 3 (17.6%)	  0	  6 (10.9%)
Other	 2 (13.3%)	0	 1 (5.9%)	  0	  3 (5.5%)
Risk to self & others	 0	4 (80%)	 1 (5.9%)	  3 (16.7%)	  8 (14.5%)
Totals	15 	5	17	18	55 (100%)

Out of 55 young people for whom there are valid data, 55% (30) were considered to have difficulties with sexual behaviour, 18 of these (78%) were girls and 12 (38%) boys. 24% (13) posed a definite risk to themselves by their sexual behaviour, 11% (6) posed risk to others, 15% (8) risk to themselves and others and 5% (3) had other problems with their sexual behaviour.  


























Figure 28. Offending History at T1 by age and gender

	11 years and under	12 years and above	
	Boys 	Girls	Boys	Girls	Totals
None	11 (68.8%) 	4 (80%) 	3 (15.8%)	  7 (38.9%)	25 (43.1%)
Mixing with offending peer group (no record)	 3 (18.8%)	0 (0%)	4 (21.1%)	2 (11.1%)	9 (15.5%)
Caution/Verbal warning	 2 (12.5%)	1 (20%)	4 (21.1%) 	5 (27.8%) 	12 (20.7%)
Conviction 	0 (0%)	0 (0%) 	2 (10.5%) 	4 (22.2%) 	6 (10.3%)
3+ conviction 	0 (0%)	0 (0%)	6 (31.6%)	0 (0%) 	6 (10.3%)
Totals	16	5	19	18	58 (100%)













Figure 29. Smoking (cigarettes/tobacco) all cases on admission


Out of 56 young people for whom data were available 30 (54%) were reported to smoke and 26 (46%) were reported as none smokers. Seventeen (30%) were reported to smoke 5 or less per day and 13 (23%) to smoke more than 5 cigarettes per day.  

Figure 30. Smoking by age and gender

	11 years and under	12 years and above	
	Boys 	Girls	Boys	Girls	Totals
No	 12 (80%)	5 100(%)	 5 (28%)	4 (22%)	26 (46%)
Yes- 5 or less per day	  2 (13%)	0	 6 (33%)	9 (50%)	17 (30%)
Yes –more than 5 per day 	  1 (7%)	0	 7 (39%)	5 (28%)	13 (23%)
Totals	15 	5	18	18	56 (100%)

Sixteen (48%) of the 33 boys were reported to smoke and 14 (61%) of the 23 girls. 20% (3) boys under 12 years of age were reported to smoke, two smoked 5 or less per day and 1 smoked more than 5 per day. 









Out of the 54 young people for whom data were available, 20 (37%) were reported to have used alcohol, 13 (24%) infrequently or with low impact on their lives, and 7 (13%) frequently or with significant impact on their lives. 

Figure 32. Alcohol Use by age and gender

	11 years and under	12 years and above	
	Boys 	Girls	Boys	Girls	Totals
None	13 (87%)	4 (80%)	9 (50%)	8 (50%)	34 (63%)
Yes- low impact	 2 (13%)	0	7 (39%)	4 (25%)	13 (24%)
Yes – significant 	 0	1 (20%)	2 (11%)	4 (25%)	 7 (13%)
Totals	15 	5	18	16	54 (100%)





Figure 33. Substance Use on Entry to MTFCE (T1)

Out of 55 young people for whom data were obtained, 16 (29%) had a reported history of drug use. In 6 cases (11%) this had a significant impact on their lives and in 10 cases (18%) it had a low impact.  39 (71%) were not known to use drugs.


Figure 34. Substance Use by age and gender

	11 years and under	12 years and above	
	Boys 	Girls	Boys	Girls	Totals
None	14 (93%)	5 (100%)	8 (44%)	12 (70%)	39 (71%)
Yes- low impact	 1 (7%)	0	7 (39%)	 2 (12%)	10 (18%)
Yes – significant 	 0	0	3 (17%)	 3 (18%)	  6 (11%)
Totals	15 	5	18	17	55 (100%)









Of the 55 young people for whom data were available, 35 (64%) had a previous history of absconding, 24 (69%) of these to a significant degree.

Figure 36. Absconding by age and gender

	11 years and under	12 years and above	
	Boys 	Girls	Boys	Girls	Totals
None	9 (60%)	1 (25%)	 7 (37%)	3 (18%)	 20 (36%)
Yes- low impact	3 (20%)	1 (25%)	 2 (10%)	5 (29%)	 11 (20%)
Yes – significant 	3 (20%)	2 (50%)	10 (53%)	9 (53%)	 24 (44%)
Totals	15 	4	19	17	 55 (100%)

Girls were more likely to have a history of absconding than boys, 17 out of 21 girls (81%) compared with only 18 out of 34 boys (53%). Age did not seem to make a difference as 75% of girls under 11 years had absconded compared with 63% of the boys. In the 12 and over age group 82% of girls had absconded compared with 63% of boys. Although girls were more likely to have a history of absconding, a slightly higher percentage of boys had absconded to a significant degree, 13 (72%) compared with 11 (65%) of the girls.










Figure 38. Age and Gender of Group of Graduates at Time 1 (Admission)

Age Group	Boys 	Girls	Totals
11 and under	 5 (71%)	 1 (20%)	 6 (50%)
12 and over	 2 (29%)	 4 (80%)	 6 (50%)
Totals	 7 (58%)	 5 (42%)	12 (100%)


7.3.2	Comparison of Graduates with All Cases on Referral to MTFCE

Half of the graduates were aged 11 or under and half were aged 12 or over on admission to MTFCE. The mean age at admission to the programme was 11.75 years, slightly younger than the mean age of admission of the whole group which was 12.5 years. The group of graduates comprised of 7 boys (58%) and 5 girls (42%) which is similar to the whole group of 57% boys and 43% girls. 6 (50%) of graduates were accommodated and 6 (50%) were subject to full care orders. 

On admission the group of graduates were similar to the whole group in ethnicity, gender, school placement, legal status, history of self-harming behaviour and PDR scores. The group had lower levels of history of violence towards others (42% non violent compared with 30% of all cases), absconding (41.6% compared with 64%), and sexual behaviour difficulties (41.7% compared with 54.5%).

However the group of graduates had higher levels of offending behaviour, only 33% had no previous record of either offending or associating with an offending peer group, compared with 44.5% for all cases. The group also had more school behaviour problems (100% of the group of graduates compared with 78% of all cases).

The average time in MTFCE placement was 13 months.(405 days, mode 273, range 273-648 days)

7.4	Outcome Data for Graduates

Initial outcomes indicated by this preliminary audit data for the first group of 12 graduates from the programme are encouraging. Numbers are small and conclusions must be somewhat cautious; however these early results indicate reductions in violence towards others, self harm, sexual behaviour problems/risk, absconding and offending behaviour. Placement in mainstream or special school was increased, and behaviour difficulties in school were reduced.  The number of negative behaviours shown in the foster care home was reduced and the level of associated stress experienced by the foster carers was also reduced. 











































Figure 41. Sexual Behaviour Problems/Risks on entry to MTFCE (T1) and on leaving (T4)

















17% of the group of graduates entered the programme with convictions for criminal offences. On leaving the programme after an average time of 13 months in placement no further convictions had been received.









Figure 45. Mainstream School Placement on entry to MTFCE (T1) and on leaving (T4)

On entry to the programme 50% of graduates had a mainstream school placement. This had risen slightly to 56% on leaving the programme.

Figure 46. Special School Placement on entry to MTFCE (T1) and on leaving (T4)


25% of graduates had a placement at a special school on admission to MTFCE. This had risen to 33% on leaving. Combined with the figures for mainstream schooling, placements at either mainstream or special school increased from 75% on entry to 89% on discharge from the programme.

Figure 47. Education Other Than School on entry to MTFCE (T1) and on leaving (T4)

In addition education at a placement other than school, for example Pupil Referral Unit reduced from 25% on admission to 11% on leaving the programme. 

7.4.7	Behaviour difficulties at school

Figure 48. Behaviour Difficulties in School on entry to MTFCE (T1) and on leaving (T4)



















Figure 49.  Number of Problem Behaviours per week reported by Foster Carers on entry to MTFCE (T1) and on leaving (T4)


PDR data on the graduates was collected for the first 4 weeks on entering the programme and for the final 4  weeks before discharge. The mean number of behaviours per week reduced from 22.52 behaviours to 13.58.

Figure 50. Total PDR score on entry to MTFCE (T1) and on leaving (T4)


The Total Parent Daily Report (PDR) scores collected in addition to the number of behaviours monitor the impact on foster carers of negative behaviours presented day to day by the young person and which are likely to lead to placement breakdown. The Total PDR scores for the graduates were considerably reduced from a mean of 26.00 behaviours per week during the first 4 weeks following admission to MTFCE to a mean of 15.75 in the final 4 weeks prior to leaving the programme. This indicates a clear trend in the expected direction and is likely to reach statistical significance with greater numbers. 


8.	Consultation with Oregon Social Learning Center (OSLC)

The National Team have continued to work closely with OSLC and receive weekly clinical telephone consultation with Dr Peter Sprengelmeyer on the operational aspects of the model. OSLC have also regularly joined with the National Team to deliver training in the MTFC model to clinical team staff and new foster carers. 






In 2004 the Youth Justice Board (YJB) decided to use the same clinical model with the Intensive Fostering Programme for young offenders serving a community based sentence. The Department for Education and Skills (DfES) and the National team are working in close collaboration with their 3 pilot programmes.  New YJB staff and their site consultant joined the MTFCE clinical staff training in March 2006 and the National Team Manager conducted joint training of new foster carers alongside the YJB site consultant in April 2006. 


10.	The Learning So Far

There are two main strands to the learning from the development of this programme over the last two years; the learning from the implementation of the treatment model and the learning from the implementation process itself. The interaction between these two aspects is interesting and crucial learning for the sustainability of evidence based programmes. 

10.1	Learning from the Treatment Model

The greatest learning has inevitably come with the teams’ experience of implementing the programme with children and young people in placements. Feedback from one experienced team is that the programme is highly successful if the model is followed very closely and all the team is working together towards the same goals.

Some of the learning has been predictable; for example the need to ensure that there is clear understanding among and consent to the programme from all involved including the child, social worker and birth or adoptive family; to ensure that the whole clinical team is in place before making placements and that careful assessments and contingency plans protect again admission of young people for whom the programme is unsuitable, for example for those with acute mental health needs not easily containable in a community placement. 

A key issue as the programme has developed is the need to ensure children are moved through the programme more quickly, perhaps after 8 to 9 months, and that follow on placements are planned from a very early stage to avoid children being left in MTFCE placements at a stage when they have achieved the most they are able from the programme and need to move on to consolidate their experience and learning and move to a more permanent placement. 





	Planning for follow on placements is crucial from the outset to avoid young people being stuck in the MTFCE placements and failing to make further progress. 
	Failing to move young people on in a timely fashion has resulted in some placements ending in an unplanned way.




	It is important for teams and foster carers to make full use of all the programme tools to implement the programme successfully for the young person.
	Having the full team in place makes all the difference.




	Engagement with the programme and consent from all parts of the child’s system is crucial, if the young person or birth family are not in agreement then it is very difficult to engage them in the programme.
	The child’s social worker and other agencies need to understand the philosophy of the programme so they don’t undermine it. 
	For young people who have had an enormous amount of freedom in residential units or foster care, consent to a programme where they are supervised, escorted to school and not allowed to use their mobile phone is a major issue – the current care system in effect creates a problem.

4.	Age of Children and Young People

	The younger we can start working with young people and the earlier on their care career, the more effective we are likely to be.
	The younger end of the 10-16 age spectrum respond well to the points and level system and it makes sense to them.

5.	Work with birth families

	Families need to be engaged from the outset and know how the programme will work with them and their child.




	Having an experienced teacher on the programme team has been crucial in ensuring that children have educational input – not having a school place puts a great deal of strain on the foster placements. 
	A stable school placement supported by the MTFCE programme makes an enormous difference to the child’s experience and self-confidence.

7.	Explanations to the Young people

	Clear explanations by their social workers about why they are moving into MTFCE is absolutely essential and helps the child to accept and settle in the new placement.





	It is important for the carers to have breaks as the programme is very intense and we ask a lot of them.




	For the programmes to be successful at an early stage they need to have a minimum of 3 placements plus one respite – that way the carers support each other and the staff quickly gain experience. 
	We need to keep up the recruitment campaign even when we have fosters  carers and children in place to ensure against illness, unexpected events and so on.

10.2	Learning from the implementation Process

Consistent feedback from the programme sites and national team site consultants makes it clear that ongoing work on sustainability, financial forward planning and multi-agency partnerships is crucial. Teams who have experienced changes in senior management personnel, structural reorganisation, political emphasis, or financial imperatives have suffered from delays, involving local authorities in protracted re-negotiations with health and education partners. The lessons learned include the need for strategic planning for financial sustainability of the programme over time to ensure “normalising” of programme as part of usual range of provision for looked after adolescents, ensuring good liaison with signatories, passing on commitment and responsibility for the programme to new managers, ensuring the MTFCE programme is part of CAMHS strategy and is a standing agenda item at the various partnership meetings. Ideally MTFCE programmes would be embedded in fostering services and support for, and knowledge about the aims and realistic expectations of programmes should be held by senior managers across agencies.  

Research into the processes of implementation suggests it takes two to four years to fully establish evidence based programmes in a community. Subsequently the implementation site requires support to sustain the programme. Experienced and skilled staff leave and must be replaced with other skilled and well trained staff, senior managers and champions for the programme change, political focus on specific groups changes, agency partnerships ebb and flow and financial support might waver. Throughout this the implementation sites must attempt to remain flexible and accommodate the inevitable changes without losing sight of the programme. Successful implementation is not just reliant on having a skilled and committed staff team, although this is obviously an excellent start, but in having the support and backing of the senior management and multi-agency partners over the longer term. 

Evidence based programmes may fail not because the programme doesn’t work but because the processes of implementation fail. Instruction manuals on shelves and staff training alone do not ensure a treatment programme is carried out as intended by the designers and researchers. Initial financial investment in new programmes risks being wasted if there is insufficient consideration given to planning for future support and sustainability. The long term continuation of evidence based programmes such as MTFCE may be dependent on having a system in place for monitoring implementation progress, access to ongoing support in the implementation of the main tools of the programme, the ability of the organisation to manage risks and the belief of staff and managers in the benefits, effectiveness and cost effectiveness of the programme. 

11.	Current Challenges and Aims for the Next Year





	Sustainability issues for both existing and developing teams in the financing of the programme in the longer term. 
	Senior managers may need to work to maintain the financial commitment of partnership agencies, particularly education and health, over the longer term. 
	Project teams may need to manage political, ideological and senior personnel changes which directly affect commitment to the programme. 
	Teams may need to insist on admitting children and young people into the programme according to established referral criteria, individual need and suitability and resist financial pressures to make savings by taking children and young people solely on the grounds of cost.

2. Recruitment and Retention

	Developing programmes embarking on the first round of recruitment of foster carers should ideally aim to recruit four or five sets of competent carers at the outset. This enables several children to be placed at once giving teams and carers the opportunity to learn from experience and from each other and reduces the cost per placement. 
	Established programmes with existing carers will need to continue to recruit foster carers to build up numbers to ensure sustainability and allow for turnover.




	Once programmes have children in place consideration needs to be given to where they will be moving on to after the short-term MTFCE placement ends. Finding suitable moving on placements such as long term less intensive foster care has proven to be a considerable challenge, particularly for areas where fostering services are less well developed. This is a key area of development for the next year.








	The collection of audit data by the programme sites and early analysis of the characteristics of young people entering the programme, plus the small group of graduates had proved to be interesting and informative. Sites will be able to use the data to inform steering groups, PCTs and members of the progress of the MTFCE programme nationally.




	The National Team will need to continue to monitor and support teams to adhere to the MTFCE model in order to secure the best outcomes for children and young people.

7. Training and Support

	The National Team will need to ensure that training, networking and developmental needs of all the teams in the programme are met within an appropriate time period and within current resources.





The MTFCE programme is an important and innovative development in the care of looked after children and young people. The programme’s aims to modernise social care to achieve better life chances and improved outcomes for this vulnerable group of children using an evidence based model and multi-agency teams creates a major challenge to which the programme sites have risen admirably. 
















The MTFC programme developed by the Oregon Social Learning Center (OSLC) in the USA provides clear guidelines for the staffing of the clinical team which is essential for carrying out the treatment programme in the most effective, consistent and coherent way. This is important in order to ensure fidelity to the model and the greatest chance of positive outcomes for the children and young people admitted to the programme. 








Foster carer recruiter/trainer 
Birth Family Therapist 
Young Person’s Individual Therapist 
Skills Trainer 
Education personnel e.g. teacher 
Psychiatrist (1-2 sessions)







The Points and Levels System





The young person spends a minimum of 3 weeks at Level 1 when they first enter the placement and are settling in.  At this level they are supervised at all times by their carers, education staff and other MTFCE workers. The focus is on immediate reinforcement for appropriate behaviour. Points are earned easily for routine activities, for example - getting up on time would earn 10 points. Typically, young people earn 100 to 130 points a day. They must accumulate a total of 2100 points to move to Level 2, which most do in about 3 weeks. The points are traded for very basic privileges the following day, for example - watching a TV programme. 

Level 2  

The treatment team is likely to see the greatest change in the young person’s behaviour during Level 2.  Points earned one week are used to buy privileges the next. The young person begins to experience delayed gratification and to develop the capacity to plan ahead. The amount and quality of privileges increases from Level 1 and can continue to increase throughout Level 2 as the young person’s skills improve, offering an opportunity to become increasingly more responsible and confident.    





Level 3 can be considered a maintenance phase.  During this time, young people are expected to maintain their newly learned skills with less structure.  Youngsters have more opportunity to exercise their own judgment and must handle that responsibility reasonably well to stay on this level. The programme supervisor and foster carers use their discretion on this level to customise privileges as well as expected behaviours, being careful to not allow more freedom than the young people can handle, but also being sure they have opportunities to practice appropriate skills and behaviours in more naturalistic settings.  To remain at this level a minimum of 120 points must be earned each day. 














Some Quotes from the above article

“I was a brat. I was stealing and doing other bad things.”

“I kept running away, I was hanging around with the wrong people and I got into underage drinking”

 “Now I just talk, I don’t write notes any more. It has made my life easier – and it has made it easier for the people around me.”

































Set up admin procedures – referral criteria, pathways

Goals & Tasks of Team defined

Assessments of YP, approval & matching





Networking & stakeholder presentations on MTFC Programme 

Inter-agency structures in place







Recruitment programme leaflets & posters






“Skills to Foster” Course 





<4 week time gap















Yes – significant 











































































Substance Use at T1
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